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AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

24. Any other medical care and any other type of remedial care recognized

under State law, specified by the Secretary. 

a. Transportation. 


rn Provided: /7 No limitations w i t h  limitations* 

-
L/ Not provided. 

b. Services of Christian Science nurses. 

-

Provided: /r No limitations //With limitations* 


rn Not provided. 


c. Care and services provided in Christian Science sanitoria. 

-
L/ 	Provided: /T No limitations //With limitations* 

Not provided. 

d. Nursing facility services f o r  patients under 21 years of age. 

rn Provided: /7 No limitations w i t h  limitations* 
-
L/Not provided. 


e. Emergency hospital services. 


rn Provided: /7 No limitations @With limitations* 


L/Not provided. 


f. 	Personal care services in recipient's home, prescribed in accordance 

with a plan of treatment and provided by a qualifiedperson under 

supervision of a registered nurse. 


rn Provided: /7 No limitations w i t h  limitations* 
-

l/Not provided. 

*Description provided on attachment. 
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, (  State: IDAHO 

AMOUNT, DURATION, AND SCOPE O F  M E D I C A L  
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE categorically NEEDY 

2s. Home andcommunity Care f o rf u n c t i o n a l l yD i s a b l e dE l d e r l yI n d i v i d u a l s ,  
as def ined ,descr ibed  and limited inSupplement  2 t o  Attachment 3.1-A, 
and appendices A-G t o  Supplement 2 t o  a t t achmen t  3.1-A. 

notprovided X provided 

26. 	 Personal  care se rv icesfu rn i shed  t o  an i n d i v i d u a l  who is notan 
i n p a t i e n t  or res identof  a h o s p i t a l ,  n u r s i n g  f a c i l i t y  i n t e r m e d i a t e  
care f a c i l i t y  �or t he  m e n t a l l y  r e t a r d e d  or i n s t i t u t i o n  f o r  m e n t a l  
disease t h a t  are ( A )  a u t h o r i z e d  f o r  t h e  i n d i v i d u a l  by a p h y s i c i a n  i n  
accordancewith a planoftreatment ,  ( 8 )  provided by an  ind iv idua l  who 
is qua l i f i ed  to  p rov ide  such  services and who i s  not  a m e m b e r  of t h e  
ind iv idua l ' sf ami ly ,  and ( C )  furnished i n  a home. 

-x Provided: - State approved (Not Phys ic ian)  P lanServ ice  
Allowed 

- Services Out s ide  the  Home A l s o  Allowed 

-X L imi t a t ions  Described on attachment 

- Not Provided. 
I 



Effective  

Attachment 3.1-A program Description STATE IDAHO 


3.1-A	Amount, duration and scope of medical and remedial care and services 
provided : 

1. Inpatient Hospital Services: Necessary inpatient hospital care is 

limited to forty ( 4 0 )  days of hospital care until July 1, 1987. 

1, 1987, no limitation is placedSubsequent to July on the number of 

inpatient hospital days. However, such inpatient services must be 

medicallynecessaryasdeterminedbytheDepartmentorits 

authorized Paymentlimitedsemiprivate
agent. is to room 

accommodations unless private accommodations are medically necessary

and ordered by the physician. 


Procedures generally accepted by the medical community and which are 

medically necessary may not require prior approval and may be 

eligible for payment. 


Excluded Services: Elective medical and surgical treatments, except

family planning services and non-medically necessary cosmetic 

surgery, are excluded from Medicaid payment unless prior approved by

the Department. New procedures of unproven value and established 

procedures of questionable current usefulness as identified by the 

Public Health Service and are excluded by Medicare program are 

excluded from Medicaid payment. 


Surgicalproceduresforthetreatmentofmorbidobesityand 

panniculectomies maybecoveredwithpriorapprovalbythe 

Department. 


Acupuncture, bio-feedback therapy, and laetrile therapy are excluded 

from Medicaid payment. 


Procedures, counseling, and testing for the inducement
of fertility 

are excluded from Medicaid payment. 


Lung transplants, pancreas transplants, multiple organ transplants,

and other transplants considered investigative or experimental

procedures under Medicare criteria are excluded from Medicaid 

payment. Only Medicare certified transplant facilities may perform 

organ transplants. 


The treatment of complications, consequences or repair of any

medical procedure in which the original procedure was excluded from 

Medicaid, unless the resulting condition is life threatening as 

determined by the Medicaid Policy section of the Department is 

excluded from Medicaid payment. 


Hysterectomies that are not medically necessary and sterilization 

procedures for people under twenty-one ( 2 1 )  are excluded from 

Medicaid payment. 


Abortion Services: The Department will only fund abortions to save 

the life of the mother or in cases of rape or incest as determined 

by the courts. Two licensed physicians must certify in writing that 

themothermaydieifthefetusiscarriedtoterm.This 

certification must contain the name and address of the recipient. 
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3.1A  Attachmentdescription
Prosram State Idaho 


2. 	 a. Outpatient Hospital Services: Procedures generally

accepted by the medical community and which are 

medically necessary may not require prior approval

and may be eligible for payment. Refer to items 

3.1A-1 and 5 for excluded services and information 

concerning abortion services. 


ExcludedServices:Emergencyroomservicesare 

limited to six (6) visits per calendar year. Those 

services, however, which are followed immediately

byadmissiononaninpatientstatuswillbe 

excludedfromtheabovelimitation.Visitsby

physical therapists and occupational therapists are 

limited to a total of one hundred
(100) visits per

recipient per calendar year. Psychotherapy services 

are limited to forty-five (45) hours per calendar 

year. Partial care services are limited to fifty

six (56) hours per week per eligible recipient.


evaluation, and
Psychological speechhearing

evaluations, therapy and
physical evaluation, 

occupationaltherapyevaluation,anddiagnostic

services are limited to twelve (12) hours for each 

eligiblerecipientpercalendaryear.Diabetic 

education and training services are limited to 

twenty-four(24)hoursofgroupcounselingand 

twelve (12) hours of individual counseling through 

a diabetic education program or by a certified 

diabeticeducatorrecognizedbytheAmerican 

Diabetes Association. 


b. 	 Rural Health Clinics: Services provided by nurse 

practitioners are limited to Section 54-1402(d) of 

Idaho Services by
Code. providedphysician

assistants are limited to Section 54-1803(11) of 

the Idaho Code. 


C. 	 FederallyQualifiedHealthCenters:Federally

qualified health centers provided within the scope, 

amount,anddurationoftheState'smedical 

Assistance Program as described under Attachment 

3.1A, sections5. ,  5., 7.c.,8.,9.11, 9.2., ll.a., 

13., 17. , 20., 21., 23.a.-d. 


3. 	 Other Laboratory and x-ray Services: Other laboratory and 

x-ray services are provided upon and under the direction 

of a physician or other licensed practitioner. 


Excluded Services: Laboratory and/or x-ray procedures

which are associated with excluded services found in 

Sections 3.1A1 and 3.1A5 of this plan are excluded from 

payment. 
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4. 	 a. SKILLED NURSING CARE SERVICES-must have prior authorization 
before payment is made. Such prior authorizationis initiated by the eligibility 
examiner who secures consultationfrom the Regional inspectionof care to review 
for a medical decisionas to eligibility for nursing facility services and 
authorization of payment (age2 1 and older). 

b. 	 HEALTH CHECK-EARLY PERIODIC SCREENING, DIAGNOSIS, AND 
TREATMENT (EPSDT). 
Services under Health Check are available toMA recipients up to and 
including the monthof their twenty-first(2 1”) birthday. 

EPSDT Services. EPSDT services include diagnosis and treatment involving 
medical care within the scopeof MA, aswell asdental services, eyeglasses, and 
hearing aids, and such other necessary health care describedin Section 1905(a) of 
the Social Security Act, and not includedin the Idaho TitleXIX State Planas 
required to correct or ameliorate defects and physical and mental illness 
discovered by the screening service. The Department set amount, duration 
and scope for services provided under EPSDT. Needs for services discovered 
during an EPSDT screening which are outside the coverage provided by the Rules 
Governing Medical Assistance must be shownto be medically necessary and the 
least costly means of meeting the recipient’s medical needsto correct or improve 
the physical or mental illness discovered by the screening and ordered by the 
physician, nurse practitioner or physician’s assistant. The Department will not 
cover services for cosmetic, convenienceor comfort reasons. Any services 
requested which is covered under Title is notXIX of the Social Security Act that 
identified in these rules specifically as a Medicaid covered service will require 
preauthorization for medical necessity priorto payment for that service. Any 
service requiredas a result ofan EPSDT screen and whichis currently covered 
under the scope of the to the existingIdaho Medicaid program will not be subject 
amount, scope, and duration, but will be subjectto the authorization requirements 
of those rules. The additional service must be documentedby the attending 
physician as to why it is medically necessary and that the service requestedis the 
least costly meansof meeting the recipient’s medical needs. Preauthorization 
from the Departmentor its designee willbe required priorto payment as specified 
in the Medical Vendor Provider Handbook. Those services that have not been 
shown or documented by the attending physicianto be the least costly means of 
meeting the recipient’s medical needsare the responsibilityto the recipient. 

Well Child Screens. Periodic medical screens should be completedat the 
following intervalsas recommended by the AAP, Committee in Practice and . .Ambulatory Medicine, September 1987. Physicians and-an extenders will 
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be required to bill using the appropriate Physician's Current Procedural 
Terminology (CPT) codes, under section "Preventive Medicine Services". 
EPSDT RN screenerswill be requiredto bill using codes established by the 
Department, except when the EPSDTRN screeners is an employeeof a rural 
health clinic, Indian Health Clinic, or federally qualified health clinic. One(1) 
screen at or by age one(1) month, two (2) months, three(3) months, four (4) 
months, six (6)months and nine(9) months. One(1) screen at orby age twelve 
(12) months, fifteen(15 )  months, eighteen(18) months and twenty-four (24) 
months. One(1) screen at or by age three years, age four(4) years and age five(5) 
years. One (1) screen at or by age six (6)years, age eight(8) years, age ten(10) 
years, age twelve(12) years and age fourteen(14) years. One screenat or by age 
sixteen (16) years, age eighteen(18) years and age twenty (20) years. One screen 
at initial program entry, up to the recipient's twenty-first birthday. Interperiodic 
medical screens are screens that are done at intervals other than those identified in 
the basic medical periodicity schedule in section537.,and must be performed by 
physician or physician extender. Interperiodic screens will be requiredto be 
billed using the correct Physician's Current Procedural Terminology (CPT) under 
section "Evaluation and Management". Interperiodic screens will be performed 
when there are indications thatisitmedically necessaryto determine whether a 
child has a physicalor mental illnessor condition that may require further 
assessment, diagnosis, or treatment. Interperiodic screening examinations may 
occur in children who have already been diagnosed withan illness or condition, 
and thereis indication that the illness or condition may have become more severe 
or changed sufficiently,so that the further examination is medically necessary. 
Developmental screeningis considered part of every routine initial and periodic 
examination. If the screening identifies a developmental problem then a 
developmental assessment will be ordered by the physician be conducted by 
qualified professionals. EPSDT RN screenerswill routinely refer all clientsto 
primary care providers. EPSDT clients ages two(2) weeks to two (2) years shall 
receive at least one(1) of their periodic or inter-periodic screens annuallyfrom a 
physician or physician extender unless otherwise medically indicated.A parent or 
guardian may chooseto waive this requirement. EPSDT RN screeners will refer 
clients for further evaluation, diagnosis and treatmentto appropriate services (e.g. 
physician, registered dietitian, developmental evaluation, speech, hearing and 
vision evaluation, blood lead level evaluation). Efforts shall be madeto assme 
that routine screening will not be duplicated for children receiving routine medical 
care by a physician. 

Vision Services. The Departmentwill provide vision screening services 
according to the recommended guidelines of the AAP. The screen administered 
will be an age-appropriate vision screen. The guidelines coincide with certain 
scheduled medical screens,as specified in section537 of these rules, the vision 

TN ~ % , @ 'date approved 

supersedes Df'S 
TN -2, 1 effective tvE date'. date i7 C.0,.

J 

i 

comments 



cost 

State of Idaho 

ATTACHMENT 3.1A PROGRAM DESCRIPTION 
Page 3 

screen is considered partof the medical screeningservice, (i.e. eye chart). The 
Department will pay forone (1) eye examination by an ophthalmologist or 
optometrist during any twelve2)(1month period for eacheligible recipient to 
determine the need for glassesto correct or treat refractive erroras outlined in 
Section 122. Each eligible MA recipient, following adiagnosisof visual defects 
and a recommendation that eyeglasses are needed for correctionof a refractive 
error, can receive one(1) pair of eyeglasses per year,except in the following 
circumstances: In the case of a major visual change,the Department canauthorize 
purchase of a second pairof eyeglasses and can authorizea second eye 
examination to determine that visual change;or the Department may payfor 
replacement of lost glassesor replacement of broken frames or lenses. New 
frames will notbe purchased if the broken frame can be repairedfor less that the 
cost of newframes if the provider indicates one of these reasonson his claim. If 
repair costs are greater than the of new frames, new frames maybe 
authorized. 

Hearing Aids and Services. The Department will provide hearing 
screening servicesaccording tothe recommended guidelines of the AAP. The 
screen administered will be an age-appropriate hearingscreen. The guidelines 
coincide withcertain scheduled medical screens,in accordance with Subsection 
100.02,the hearing screenis considered part ofthe medical screeningservice. 
EPSDT hearingservices will pay for audiologyservicesand supplies ordered by a 
licensed physician and suppliedby a physicianor certified audiologist,in 
accordance withSection 108, with thefollowingexceptions: When binaural aids 
are requested they willbe authorized if documented to the Department's 
satisfaction,that the child's ability to learn would be severely restricted. When 
replacement hearingaids are requested, they maybe authorized if the 
requirements in Subsections 108.03.a. through 108.03.d.are met. The Department 
will purchase additionalear molds afterthe initial six (6)months to one (1) year 
period if medically necessary. Requestsin excess if every six (6)months will 
require prior authorization and documentationof medical needfrom either the 
attending physicianor audiologist. 

EPSDT Registered Nursescreener A licensed professionalnurse (RN) 
who is currently licensedto practice in Idaho, and whomeets the following 
provisions: Can produce proofof completion of the Medicaid Child Assessment 
training course (or equivalentas approved by Medicaid) that: Preparesthe RN to 
identify the difference between screening, diagnosis, and treatment; and prepares 
the RN to appropriately screen and differentiate between normal and abnormal 
findings. Includesat least five ( 5 )  days didactic instruction in child health 
assessment, accompaniedby a component of supervised clinical practice. Is 
employed by a physician, district health department,rural health clinic, Indian 
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Health Clinic, or federally qualified health clinic in orderto provide linkage to 
primary care services. The employers must have a signed Medical Provider 
Agreement and Provider Number. Has established agreement with a physician or 
nurse practitioner for consultation on an as-needed basis. 

Private Duty Nursing Service. PDN Service provided by a nurse licensedto 
practice in Idaho to certain eligible children for whom the need for such service 
has been identified inan EPSDT screen. Private Duty Nursing services are 
nursing services providedby a licensed professional nurse or licensed practical 
nurse to a non-institutionalized child under the age of twenty-one(21) requiring 
care for conditionsof such medical severity or complexity that skilled nursing 
care is necessary. The nursing needs must of such a naturethat the Idaho 
Nursing Practice Act, Rules, Regulations, or Policy require the serviceto be 
provided by an Idaho Licensed Professional Nurse(RN), or by an Idaho Licensed 
Practical Nurse (LPN), and require more individual and continuous care than is 
available from Home Health nursing services. PDN services mustbe authorized 
by the Departmentor its designee to delivery of service. 

i. 	 PDN Services must be ordered by a physician, and include: A function which 
can not be delegatedto an Unlicensedassistive Personnel ( U A P )  as defined 
by Idaho Code and Administrative Rules of the Idaho State Board of Nursing. 
An assessment by a licensed professional nurseof a child's health status for 
unstable chronic conditions, which includes:A medical status thatis so 
complex or unstable,as determined by the attending physician, that licensed 
or professional nursing assessment is neededto determine the need for 
changes in medication or other interventions;or A licensed or professional 
nursing assessment to evaluate the child's responsesto interventions or 
medications. PDN Services may be provided onlyin the child's personal 
residence or when normal life activities take the child outsideof this setting. 
However, if service is requested only to attend schoolor other activities 
outside of the home, but does not need such servicesin the home, private duty 
nursing will not be authorized. The following are specifically excludedas 
personal residences: Licensed Nursing Facilities (NF); and Licensed 
Intermediate Care Facilities for the Mentally Retarded (ICF/MR); and 
Licensed Residential Care Facilities; and Licensed hospitals; and Public or 
private school. Services delivered must be in a written planof care, and the 
plan of care must:Be developed by a multi-disciplinary teamto include, at a 
minimum, the parent or legal guardian, the primary RN or RN 
Supervisor and a representative from the Departmentor its designee. Include 
all aspects of the medical, licensed, and personal care services medically 
necessary to be performed including the amount, type, and frequencyof such 
service; and must be approved and signed by the attending physician, parent 
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or legal guardian, and primary PDNRN or RN supervisor, and a 
representative from the Department or its designee. Must be revised and 
updated as the child's needs change or upon significant change of the 
condition, butat least annually, and must be submittedto the Department or 
its designee for review and prior authorizationof service. Status Updates must 
be completed every ninety(90) days from thestart of services. The Status 
Update is intendedto document any change in the child's health status. 
Annual plan reviews will replace the fourth quarter Status Update. The Status 
Update must be signed by both the parentor legal guardian and the primary 
RN Supervisor completing the form. 

Redetermination Annually. Redetermination will be at least annually. 
The purpose of annual redetermination for PDN is to: Determine if the child 
continues to meet the PDN criteria in Section545 of these rules. Assure that 
services and care are medically necessary and appropriate. 

Factors Assessed For Redetermination. Factors assessed for 
redetermination include: The child is being maintained in their personal 
residence and receives safe and effective services through PDN services. The 
child receiving PDN services has medicaljustification and physician's orders. 

,I That thereis an updated written plan of care signed by the attending physician, 
the parent or legal guardian, PDNRN supervisor, and a representative from 
the Departmentor it designee. That the attending physicianhas determined the 
number of PDN hours neededto ensure the health and safetyof the child in 
his home. 

Primary RN responsibility for PDN redetermination. Primary RN 
responsibility for PDN redeterminationis to submit a current plan of care to 
the Departmentor its designee at least annuallyor as the child's needs change. 
Failure to submit to an updated planof care to the Departmentor its designee 
prior to the end dateof the most recent authorization will cause payments to 
cease until completed information is received and evaluated and authorization 
given for further PDN services. The planof care must include all requested 
material outlinedin Section 545.03.athru .d of these rules. 

Physician Responsibilities. Physician Responsibilities include: 
Provide the Department or its designee the necessary medical information in 
order to establish the child's medical eligibility for services basedon an 
EPSDT screen. Order all servicesto be delivered by the private duty nurse. 
Review, sign and date child's Medical Planof Care and ordersat least 
annually oras condition changes. Determine if the combinationof PDN 
Services along with other community resources are sufficient 
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health or safely of the child. Ifisitdetermined that the resources are not 
sufficientto ensure the health and safetyof the child, notify the family and the 
Department orits designee and facilitate the admissionof the childto the 
appropriate medical facility. 

Private Duty Nurse Responsibilities. RN supervisor or an RN 
providing PDN services responsibilities include: Notify the physician 
immediately of any significant changes in the child's medical conditionor 
response to the serviceof delivery. Notify the Departmentor its designee 
within forty-eight hoursor on the first business day following a weekend or 
holiday of any significant changesin the child's conditionor if the child is 
hospitalized at any time. Evaluate changesof condition Provide services in 
accordance with the nursing care plan. Private Duty Nurse ensures copiesof 
records areto be maintained in the child's home. Records of care must 
include: The date. Timeof start and endof service delivery each day. 
Comments on child's response to services delivered. Nursing assessment of 
child's status and any changesin that status per each workingshift.Services 
provided during each working shift. The Medical Plan of Care signed by the 
physician, primary RN, the parent or legal guardian and a representativefrom 
the Department. In the case of LPN providers, document that oversight of 
services by an RN is in accordance with theIdaho Nursing Practice Act and 
the Rules and Policiesof the Idaho Board of Nursing.RN Supervisor visits 
must occurat least once every thirty(30) days. Notify the physician if the 
combination of Private Duty Nursing Services along with other community 
resources are not sufficientto ensure the healthor safety of the child. 

ii. Nutritional services include intensive nutritional education, counseling, and 
monitoring by a registered dieticianor an individual who has a baccalaureate 
degree granted by aU.S. regionally accredited collegeor university and has 
met the academic/professional requirementsin dietetics as approved by the 
American Dietetics Associationto assure the patient's proper nutritionis 
allowed. Payment is made at a rate established in accordance with Idaho 
Department of Health and Welfare Rules and Regulations Section03.9060,04. 
Nutrition services must be discoveredby the screening services and ordered 
by the physician; must be medically necessary; must not be due to obesity; 
and, if over two (2) visits per year are needed, must be authorized by the 
Bureau of Medicaid Policy and Reimbursement priorto the deliveryof 
additional visits. 


